Purpose -User-oriented care, defined as individualized assisting behaviors, is the dominant approach within elderly care today. Yet, there is little known about its conceptual structure. This paper proposes that user-oriented care has a bi-partite structure which may be decomposed into the two dimensions of task and relation. Design/methodology/approach -Care workers were "shadowed" (i.e. observed) at their work (n ¼ 391 rated interactions). User-oriented care was assessed along ten process quality indicators targeting the acts of caregiving (i.e. task focus, relation focus, involvement, time-use, body language, autonomy, respect, warmth, encouragement, and information) in two elderly care settings, i.e. home care and nursing home. Observations added up to 45 hours. Findings -Principal component analyses confirmed the proposed two-factor structure of user-oriented care. Specifically, the user-oriented care indicators loaded on two distinct factors, i.e. task and relation. The underlying structure of user-oriented care revealed to be invariant across the two settings. However, the results revealed interesting structural differences in terms of explained variance and the magnitude of factor loadings in the home care and nursing home settings. Differences also emerged specifically pertaining to the indicators of autonomy and time-use. These findings suggest that user-oriented behavior may to some extent denote different acts of caregiving and what may be called task-and relation-orientation may be loaded with different meanings in these two care settings. Originality/value -This is the first study investigating user-oriented behavior in the context of elderly care using a quantitative observational approach. The authors propose that the observed differences between the two care settings are primarily not due to better elderly care work in home care, but due to some inherent differences between these two contexts of care (e.g. better health and living at home).
In 2013, 19.4 percent of Sweden's population was 65 or older indicating that Sweden proportionally has one of Europe's largest elderly populations. Sweden spends most in Europe on the elderly using home care and nursing home services (i.e. 2.5 percent of GNP) (European Commission, 2006) and is recognized for its generous state-run welfare system aiming at nationwide equality (Olsen, 2013; Theobald, 2003) . Furthermore, Sweden has the highest proportion of older persons satisfied with their elderly care in Europe (National Board of Health and Welfare, 2012) . In addition to the roles of technological and medical advances in recent years, another reason that is often expressed in the debate for high performance in Swedish elderly care -as shown in international as well as national comparisons over time -is the emergence and implementation of a user-oriented approach in contemporary elderly care (cf. National Board of Health and Welfare, 2008 ). Yet, there is little known about the conceptual components of user-oriented care. Therefore, the present study aims at examining the factorial/ conceptual structure of user-oriented care by observing and assessing care workers' behaviors in home care and nursing home settings. Previous research has revealed some noteworthy differences between these two settings (e.g. Kajonius and Kazemi, in press a, b) . In addition to investigating the factorial structure of user-oriented care and its invariance across the care settings, mean scorings along a number of indicators targeting the acts of caregiving are compared between the two settings.
Quality of care and user-orientation
Quality of care is a constant subject of debate, yet there is no single agreed upon definition of quality of care or a universal recipe for achieving quality. One of the most well-known and well-cited conceptualizations of quality of care was offered by Donabedian (1988) . According to Donabedian, quality of care is best described in terms of structure, process, and outcome (i.e. all the effects of care, such as health, knowledge, and satisfaction). Donabedian (1988) defines structure as the attributes of the context of care. In other words, structure refers to all factors affecting the conditions of caregiving, such as budget resources, staff training, and facilities. Process, on the other hand, implies all the acts of caregiving and indicates whether the right things were done in a correct way. Process quality has in previous research been operationalized in terms of interaction, communication, and decision-making occurring between the caregivers and the older persons (Fleishman, 1997; Forbes-Thompson and Gessert, 2005) . Process variables are considered much more difficult to measure than structural variables (Closs and Tierney, 1993) . The concept of user-oriented care, as introduced and assessed in the present study, can be subsumed under the umbrella term of care process quality.
User-orientation is usually associated with technical design and refers to the process in which the needs, wants, and limitations of end users of a product or a service are taken into account at different stages of the design process. In Sweden, this concept has also come to denote an emerging ideology in elderly care which bears close resemblance to what has previously in the literature been called individualized care or person-centered care (e.g. Kitwood, 1997; McCormack, 2004) , but also to research on what has been called relationship-centered care (Nolan et al., 2004) and compassionate relationship-centered elderly care (Dewar and Nolan, 2013) . The basic tenet of user-oriented care is also in line with what has recently been advanced and discussed as value-based health care (Porter, 2009) . Since 2007, the National Board of Health and Welfare annually polls and reports on older persons' evaluations of elderly care on various quality indicators, and publishes the data in a report called Open Comparisons [1] . According to the National Board of Health and Welfare, user-orientation is a desirable approach in modern elderly care and stands for putting the older person and his/her needs at the center of the care personnel's attention, and that all due care is based on the older person's unique needs and preferences, not primarily on the care system's needs and preferences. User-orientation may be conceived of as a generic term aimed at encouraging user participation and the user being in control (Stewart, 2001 ). User-orientation denotes an active approach toward the elderly, an empowerment-oriented approach (e.g. Ghaye et al., 2000) characterized by a view that the elderly often are capable of taking active part in decision making and accomplishing everyday matters. By making the elderly an active part of the daily care services and give them "voice" (i.e. people feel fairly treated when they are granted an opportunity to voice their opinions, e.g. Lind et al., 1990) , they experience personal worth and social status (cf. Lind and Tyler, 1988) . Concepts of autonomy (e.g. Custer et al., 2012) and encouragement (Dewar and Nolan, 2013) are therefore central to the notion of user-oriented care.
Implementation of user-oriented care (stressing personal autonomy, dignity, respect, quality of life, etc.) is still an ongoing challenge for Swedish elderly care. For instance, Persson and Wästerfors (2009) showed that care staff in nursing homes neglected the residents' complaints and restricted older residents' autonomy to the extent that personal autonomy clashed with an efficient running of the nursing home.
The caring relationship
The relationship between the older person (user/client) and the care assistant (care worker/staff) is an important foundation accounting for satisfaction with care among older persons (e.g. Senić and Marinković, 2012) . Care assistants are nowadays expected to decode the needs of the older person and adapt their support thereafter. The fragile state of health that comes with increased age makes dependence on assistance inevitable. This relationship is further expected to be characterized by respect and integrity as well as continued autonomy for the older person (Murphy et al., 2007) . However, this is something that staff in home care and nursing homes does not always reach up to, and major shortcomings are sometimes identified in users' participation and influence. These are often due to lack of time and staff, hurried and inflexible schedules, and care routines which make no room for discussions with the clients (cf. Persson and Wästerfors, 2009) .
A characteristic of a functioning care relationship is the feeling of continued autonomy, for example, letting users decide mundane things like what clothes they will wear (Custers et al., 2011) . Another key is the liberal sharing of information in the care relationships (Lothian and Philp, 2001) , which, in turn, has been shown to lead to social well-being, enhanced self-image, and improved health and experience of care quality (Hellström and Sarvimäki, 2007) . Inhibited information exchange is a hindrance to open and meaningful communication. In interacting with the elderly, not only verbal information is an issue, but also attitudes that are conveyed via body language. This engagement and commitment among assistance providers is considered to increase the quality of care (Tellis-Nayak, 2007) . A negative attitude does not only lead to a worse perception of quality of care, but also that the user is deprived of their sense of dignity, autonomy, and even identity. Furthermore, physical contact in elderly care has been shown to have a positive impact on clients' well-being as well as their self-confidence and life satisfaction (Butts, 2001) . Thus, forming sound and respectful interactions between older persons and caregivers, is pivotal for the future of elderly care quality (Lothian and Philp, 2001 ).
The present study
User-oriented care, defined as individualized assisting behaviors, is the dominant approach within elderly care today. Yet, previous research does not provide any guidance about its conceptual structure. Based on previous theorizing in the realm of social and industrial psychology (e.g. Bass and Stogdill, 1990; Fleishman, 1967; Furnham, 2003) , and in contrast to lay conceptions equating user-orientation with relation-centered care, it is here proposed that user-oriented care has a bi-partite structure which may be decomposed into the two dimensions of task-and relation-orientation. The conceptual structure of user-oriented care was investigated by "shadowing" (i.e. observing) and assessing care workers' behaviors in 391 interactions along ten process quality indicators targeting the acts of caregiving in home care and nursing home settings. The factorial structure of user-oriented care and its invariance across the two settings of elderly care was examined using an exploratory approach. Mean scorings along the behavioral indicators were also compared between home care and nursing home observations.
Methods
Behavioral research studies are often conducted using self-assessing surveys based on convenience sampling. Observation of actual behaviors (in natural settings) is often lacking in the social sciences (Baumeister et al., 2007) . A plethora of observational approaches have been discussed in the methods literature. There are observational approaches aiming at promoting researcher-participant co-construction of what is observed and how these are interpreted such as visual ethnography (e.g. Pink, 2007) , and there are less interactional observational approaches such as the third-party observer approach. The latter approach was used in the present study as the primary aim was to collect data on how care workers were perceived, and employing a more interactional observation approach in which the care workers were made more active in the research process would have been less relevant to the present research's primary aim. Being present but not actively involved as an observer provided the basis for making thorough ratings on ten indicators of user-oriented care. Care workers were followed or "shadowed" in their daily activities and interactions with the older persons and the observers rated the care workers' behaviors along various aspects of care. There has been a recent interest for using shadowing in research (see McDonald and Simpson, 2014) . Usually, having an observing third-party present (i.e. a potential source of interference to daily routines) may interfere with the situation at hand and thus pose a threat to valid conclusions. However, this was not the case as the care workers and the older persons were used to regularly have trainees following their daily schedules (routines and activities).
Observing procedure
A medium-sized municipality (50,000 inhabitants, being among the 50 largest cities in Sweden) was selected; ranked as an average municipality for two consecutive years in terms of user-oriented care in both home care and nursing homes (National Board of Health and Welfare, 2012). The municipality was considered being nationally representative in terms of its size. Elderly care in this municipality was divided into six home care units and seven nursing home units, each unit with its own management. One representative unit of each care setting was chosen in collaboration with the head of the care department at the municipal level, after having informed the managers about the upcoming research project and asking for permission for two research assistants following care workers in their daily schedules. The managers obtained verbal consent for the observations from the care workers and the care workers obtained verbal consent from the older persons. For instance, before entering an older person's home in home care, the care workers asked the older person whether they approved them bringing an observing assistant into their home. All care workers and older persons agreed to the observations. Four days of observation were scheduled -two days at a home care unit, and two days at a nursing home, the latter also containing older persons suffering from dementia. The vast majority of the older persons were above 80 years old. The expected duration of stay before death at the nursing home was approximately two years. The care workers were mostly women (W 90 percent), and the range of experience was anywhere from having recently started to over 30 years of work experience within the municipality. The research assistants were free to choose any shift (i.e. morning, day, evening, weekend). At the start of each day, the research assistants were paired with a nursing assistant/care worker who was on duty that particular day during the morning. After the break and lunch, the research assistants were free to choose to follow another care worker. A convenience sampling strategy with the aim of following and observing as many different care workers as possible was employed.
Two research assistants, a male and a female, 24 and 30 years of age, respectively, who had not been involved in the design of the study, were chosen and trained for conducting the observations. Their instructions were simply to "shadow" the care workers and to rate their behaviors along ten aspects of care. Ensuring the richness of data, the two research assistants conducted their observations individually. However, before starting the study, the two research assistants conducted a number of pilot observations, and in collaboration with the researchers the observation instrument was calibrated and inter-rater consistency was checked. No significant differences in their ratings were detected. After each observation session they further discussed their observations to ensure they were rating the same behavioral cues. A dozen different care workers were observed in interaction with the older persons during four days and a total of 391 interactions were recorded (175 in home care and 216 in the nursing home setting). Wake-up time, assisting with hygiene, conversations at the dinner-table, and going for a walk were some examples of the observed interactions. No interaction occurred between care workers and observers during these recordings. Field notes were taken during the observation sessions. Care worker behaviors were furthermore rated along ten process quality indicators which will be described in the following section. Observations added up to 45 hours.
Observation instrument
The observation instrument included ten process quality indicators tapping user-oriented care among home care and nursing home staff. These were based on items from previous national surveys on elderly care (National Board of Health and Welfare, 2012) , and characteristics of caring relationships discussed in the literature (e.g. Caris-Verhallen et al., 1999; Custers et al., 2011; Dewar and Nolan, 2013; Lothian and Philp, 2001; Nolan et al., 2004) . All process quality indicators were rated on a scale of 1-5 (1 ¼ not at all and 5 ¼ to a large extent). The process indicators were: task focus (assisting behaviors necessary to perform the expected work in a particular situation); relation focus (voluntary acts of care considered as not necessary for performing the work falling outside the scope of the caregivers' formal responsibilities. These services are provided as they contribute to the overall comfort of the older person, to do "that little bit extra"); involvement (commitment and engagement shown in the interactions with the user); time-use (allocation of time and perceived efficiency in the interaction with the user); body language (posture, facial expressions, and movements in the interactions); autonomy (the act of taking into account users' opinions and preferences and personalizing the care thereafter); respect (an approach characterized by maintaining the integrity and privacy of the user and their situation); warmth (kindness and informality in the interactions with the user); encouragement (an approach characterized by a positive attitude toward the user and his/her competence and efforts to empower and enable the user); and information (the amount and quality of the information communicated by the care worker to the user). The research assistants rated the extent to which a specific behavior was shown by the care worker in a particular interaction with the older person the way they perceived it in their capacities as impartial non-participatory observers.
Statistical approach
In addition to using correlational analyses (Pearson's r) and independent samples t-tests for comparing differences, principal component analysis (PCA) with oblique rotation (direct oblimin) was used to analyze the underlying structure of the user-oriented care indicators outlined above in two different elderly care settings using observational data of care workers' behaviors toward the older persons. Oblique rotation for extraction of components, in contrast to orthogonal, does not impose the arbitrary restriction that factors do not correlate. A two-factor solution inspired by a long-lasting line of research within the fields of social and industrial psychology distinguishing between two major orientations toward task-related and relational or socio-emotional aspects of work (e.g. Bass and Stogdill, 1990; Fleishman, 1967; Furnham, 2003) was specified.
The factor loadings should be interpreted as the regression coefficients for each variable on each factor (as reported data are based factor loadings in a pattern matrix) and measures the strength of the relationship between the variables and the latent factors (i.e. extracted components) or the relative contribution that a variable makes to a factor (Field, 2013) .
Kaiser-Meyer-Olkin (KMO) measure of sampling adequacy was checked prior to the PCA. KMO is the ratio of the squared correlation between variables to the squared partial correlation between variables, and varies between 0 and 1. Thus, the larger the sum of partial correlations is relative to the sum of squared correlations, the closer to 1 the KMO statistic will be, indicating that factor analysis or PCA should yield distinct and reliable factors. KMO values of 0.77 and 0.65 were obtained for nursing home and home care data, respectively, which exceeded the cut-off point of 0.5, indicating the adequacy of performing a PCA on the data in both samples. Furthermore, item selection was guided by positive factor loadings ⩾ 0.30 criterion. Table I shows the correlations between the indicators of user-oriented care in the nursing home sample, and Table II shows the correlations in the home care sample.
Results
In general, stronger associations between the variables were observed in the nursing home setting than in the home care setting. Another interesting observation was the negative correlation between task and relation foci, that is, the more the care worker adopted a task focus, the less was the relation focus. This correlation was consistent across the two settings. There were some other noteworthy observations concerning the patterns of association between the task focus and the other variables, and between the relation focus and the other variables in the observing scheme. In both care settings, information was positively related to task focus. Moreover, autonomy was positively associated with task focus in the nursing home sample but not in home care. In contrast, there were no significant associations between relation focus on the one hand, information and autonomy on the other. Variables most strongly associated with relation focus were involvement, warmth, and respect in both settings. Whereas all these associations were positive, involvement, and warmth were negatively associated with task focus. Respect was not significantly associated with task focus. The same held for body language, that is, whereas body language was positively associated with relation focus in both care settings, no statistically significant relationship was found between body language and task focus.
PCA
To gain a deeper understanding of the correlations between the study variables and the observed differences across the two elderly care settings outlined above, two PCA, one in each sample, were conducted to explore the factorial, underlying, structure of collected data. The results from these two analyses are presented in Tables III and IV for nursing home and home care observations, respectively.
In the nursing home sample, the first component (relation) accounted for 36.4 percent, and the second (task) for 20 percent of the variance (i.e. total variance explained was 56.4 percent). Correspondingly, in the home care sample, relation accounted for 27.7 percent, and task for 16.6 percent of the variance (i.e. total variance explained was 44.3 percent). Given the larger amount of variance accounted for in the nursing home sample, these results may indicate that user-oriented care was better represented and its content more satisfactorily captured by the indicators. In sum, the proposed two-factor structure of user-orientation was partially supported. The inter-factor correlations were 0.15 (for nursing home observations) and 0.14 (for home care observations), indicating the distinct and independent nature of the extracted components.
Factor loadings indicate the relative contribution of each item to the extracted factors. In other words, the magnitude of factor loadings reveals that some items are more important than others and are therefore more representative for their underlying factor. Warmth, involvement, relation focus, respect, and body language loaded positively and highly on the extracted relation-orientation component, whereas task focus, information, and encouragement loaded on the extracted task-orientation component. These patterns of loadings were consistent across the two care settings. Warmth and involvement were the two indicators with the highest factor loadings on the relation-orientation component in the nursing home and home care samples, respectively. Task focus loaded highest on the task-orientation component in both samples.
There were, however, some setting-specific patterns indicating differences between nursing home and home care. Specifically, autonomy loaded on the task component in the nursing home sample, but not in the home care sample. Moreover, time-use loaded -somewhat unexpectedly -differentially in the two samples. In the nursing home sample, time-use loaded on the relation-orientation component, whereas in the home care sample it loaded on the task-orientation component. In further explorations of differences between the two care settings, there were two other noteworthy findings. First, respect showed to be a much stronger indicator of relation-orientation in the nursing home setting (0.72) than in the home care setting (0.50). Second, encouragement revealed to be a much stronger indicator of task-orientation in the nursing home setting (0.71) than in the home care setting (0.45). There were other differences but the absolute sizes of these were not as large as for the respect and encouragement indicators. Using independent samples t-tests, statistically significant differences emerged in ratings of five items between the two care settings. Home care staff were scored higher on time-use, information, warmth, and respect than the nursing home staff. Body language was the only variable on which the nursing home staff was scored higher by the observers than the home care staff. All these differences were statistically significant but small in absolute size, in that the mean differences ranged from 0.12 to 0.35.
Independent samples t-tests

Discussion
To our knowledge, this is the first study which has used a non-participatory observation approach to assess behavioral indicators of user-orientation in the context of elderly care. Moreover, data were analyzed for differences and similarities in the underlying structure of the construct of userorientation but also differences in care workers' behaviors in the nursing home and home care settings. In a way, the third-party (external observer) perspective on care workers' user-oriented behaviors confirms the validity of previous findings concerning older persons' impressions of the quality of elderly care (Kajonius and Kazemi, in press a). That is, that older persons in home care are more satisfied with care than older residents in nursing homes (Kajonius and Kazemi, in press b; see also Berglund, 2007) . In a similar vein but using another methodological approach (i.e. the observations of uninformed research assistants using a double-blind design, that is, neither party knew what patterns of ratings were expected), the present study found that on some user-oriented indicators the home care staff scored higher than the nursing home staff, although these differences in absolute size were small. This validation of previously reported findings in the literature may to some extent overshadow one possible limitation of the present study, and that is, the observations were conducted at only two units in one municipality. The novelty and the strength of the present study lies to some extent in its using naturalistic actual behavior observations by external observers (often lacking in the social sciences as noted by Baumeister et al., 2007) and confirming previous results obtained from self-reported surveys responded to by older persons, which should besides its contribution to research also be of interest to policy makers.
Why do these differences exist between home care and nursing homes? Previous research shows that evaluation of care is directly affected by the personal conditions of the older person in terms of health and anxiety (see Kajonius and Kazemi, in press a; Otani et al., 2012) . Older persons living at home are typically healthier, independent, and expect to be treated like other citizens. When admitted into a nursing home, older persons usually suffer from physical ailments and heightened anxiety which tend to lower evaluations of the caring relationship (e.g. Fleishman, 1997) . Furthermore, the elderly's expectations might be high when moving into sheltered housing and to the extent that these positively high expectations are not met, the evaluations of quality of care are even more adversely affected (cf. Szymanski and Henard, 2001) . Another tenable account of these differences, although not empirically addressed to our knowledge in previous research, is the prolonged contact inherent in nursing home work might adversely affect how older persons are treated, as compared to the briefer meetings in home care.
Factorial validity of user-orientation in the context of elderly care
Besides the aim of comparing how care workers in home care and nursing home settings behaved toward the older person in different types of situations occurring during the time care was provided, another important purpose of the present study was to investigate the factorial validity of user-oriented care using an exploratory approach (see Fabrigar et al., 1999) in the two care settings. This latter aim is more fundamental as mean differences in assessed indicators between settings cannot be interpreted meaningfully unless the underlying structure of this construct reveals to be invariant across the two settings. The proposed two-factor structure (e.g. Furnham, 2003) was corroborated, and the pattern of item loadings on the extracted factors of task-and relation-orientation showed to be similar except for the two items of autonomy and time-use. Autonomy single-loaded on the task-orientation component only in the nursing home sample and time-use loaded on the relation-orientation component for nursing home observations, and on the task-orientation component for the home care observations. In sum, the measurement invariance (i.e. consistent pattern of factor loadings across settings) rendered validity and meaningful interpretations to the statistically significant mean differences for the indicators across the two settings, except for the variable of time-use. Moreover, the relationorientation component was shown to be a much more salient and important dimension of user-oriented elderly care than the task-orientation component, as indicated by the eigenvalues and the amounts of variance that the relation-and task-orientation components, respectively, explained in both elderly care settings.
Although the two-factor solution provided the most parsimonious and theoretically meaningful modeling of the data, the amounts of explained variance were in both samples below what was initially expected. However, this finding is indicative of the multi-faceted nature of the user-orientation construct as more than half of the total variance remained unexplained in the home care sample -a finding that may suggest that there is more to user-orientation than what was covered by the ten behavioral indicators used in the present study. Thus, it is suggested that future research attempts at developing a more comprehensive measure of user-orientation and validate its conceptual structure using confirmatory factor analysis (CFA). The main differences between the exploratory and the confirmatory approaches are that in the latter approach each and every item is set to load on a predefined factor only (i.e. no simultaneous loadings on several factors are allowed) and the calculation of model fit indices, that is, the discrepancy in covariance structures of observed data and the defined model (Barrett, 2007; Hu and Bentler, 1999) . It should, however, be noted that using CFA requires a good theory and should if possible be applied to established scales. Data fishing (also referred to as equation fitting) using CFA aiming at seeking any associations between data, maximizing explained variance and/or estimating models which provide excellent model fit is not a good research practice, as peculiarities of a certain data set may uncover relationships between sets of variables which may be difficult, if not impossible, to replicate and generalize to other settings. Utilizing theory and theoretical arguments prevents us from drawing premature and misleading conclusions and help us in generating and meaningfully interpreting reliable findings to inform practice and policy making.
It is further suggested that the notion of user-oriented elderly care is expanded in future investigations to encompass (and to a larger extent highlight) the impact of the staff-user interaction in producing various outcomes such as satisfaction, anxiety, and so forth instead of only targeting the care workers' patterns of behavior toward the elderly. Conceived in this way, care is formed and re-formed constantly in the interaction, and cannot be conceived as a one-way road.
Another suggestion for future research is to further investigate the setting-and context-specific (organizational) contingencies of home care and nursing homes for producing and successfully implementing user-oriented care.
Successful user-oriented care: treating the elderly the way they like and want to be treated
All the ten process quality indicators assessed in the present study could be conceived as different elements, which, to varying degrees, contribute to the perception of user-oriented care from the points of view of external observers (e.g. close relatives) but also those of the older persons. The relatively high ratings of process quality indicators by the observers can be conceived as validations of a successfully implemented user-oriented elderly care. Specifically, very high levels of respect, warmth, and involvement were observed among the care workers in both home care and nursing home.
Furthermore, the relation-orientation factor accounted for a larger amount of variance in the data and was thus more focal for user-oriented care in both settings. This suggested that in addressing the needs of the elderly and performing individualized assisting behaviors, relationship comes first and task comes second. Interestingly, information provision was shown to be an indicator of task-orientation. This may indicate that communicating with the elderly about care planning has come to be incorporated in what care workers define as their work tasks, that is, providing information in different ways (e.g. feedback, feed-forward) is an integral part of the work which in turn should be seen as a good sign because informing about the process, routines, and activities of care are almost as important as performing the care itself. Moreover, care workers may not always consider "relation" aspects of care as part of their job. For instance, care workers may not perform relationship-oriented behaviors like sitting next to the older person because they do not define these acts of caring as "real work." That is, if the time allows they will use the time to perform more tangible acts of care like cooking, cleaning, or doing the laundry. In this way, the care workers can feel satisfied with having done their job conscientiously. It was noteworthy, that encouragement loaded somewhat unexpectedly on the task-orientation factor, suggesting that care workers seemed to define a positive attitude toward the user and making efforts to empower and enable the older person as an integral part of their work tasks and thus invest time in it; something which could be interpreted as a sign of quality improvement in a sector traditionally characterized by viewing older persons as passive and generally incapable.
We will now briefly comment on the observed findings on time-use in home care and body language in nursing home. Current results seem to suggest that time-use was a much stronger indicator of task-orientation in the home care than as an indicator of relation-orientation in the nursing home observations (see factor loadings in Tables IV and V) . The stronger impact of time-use as a task indicator (i.e. allocation of time and perceived efficiency in the interaction with the older person) in home care could mean that home care staff only has a minimum amount of time as compared to nursing home staff to manage the older person's daily schedule. However, it should be noted that limited time in itself could be a potential barrier to adopting a user-oriented care approach in home care at the same time that one of the essentials of the user-oriented care approach (i.e. "knowing the person") is more easily realized, something which could be facilitated in home care as long as staff turnover is low. Furthermore, body language was more pronounced in the nursing home setting, perhaps due to the care atmosphere and the nature of the clientele (e.g. slower pace, relaxed atmosphere, and elderly suffering from dementia). It is therefore advised that nursing home staffs are offered opportunities to acquire deeper knowledge about how to use their body and its language more consciously and purposefully. Given these and other previously described differences between the home care and nursing home samples reported herein, it is suggested that these two types of elderly care are separated when researchers and policy makers analyze outcomes of various quality measures taken, plan for future elderly care and interpret the results of polls on user-oriented care, such as the annual poll of the National Board of Health and Welfare.
Coda
In conclusion, the old adage of "Do unto others as you would have them do unto you" which has gained credit through long use, may have to be revised and reformulated as "Treat others (read elderly) as they like to be treated and not as you want to be treated." Besides not using one's own preferences as a point of anchor for providing care, policy makers, and elderly care practitioners should be reminded that regulations and regulatory documents should never be used as an excuse for being unresponsive to personal needs of the elderly nor to build a barrier to implementing user-oriented care (cf. Hunter, 2004) . This could have parallels in the midwifery literature, where user-oriented care is discussed in terms of the "with woman" care ideology in contrast to "with institution" care ideology). We here argue for care which is more clearly "with the person with dementia." Note 1. In the poll from 2012, a questionnaire was sent out to 95,000 individuals using elderly care services. The response rates were 70 and 54 percent in home care and nursing homes, respectively.
